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 This was a revisit for the hospice federal 

recertification & state re-licensure survey 

completed on 5-7-13, 5-8-13, 5-9-13, 5-13-13, 

and 5-14-13.

Survey Date:  6-24-13

Facility #:  009557

Medicaid Vendor #:  2003184204

Surveyors:  Vicki Harmon, RN, PHNS

      Team Leader

                  Dawn Snider, RN, PHNS

One Condition of Participation and 24 standard 

level deficiencies were found to be corrected 

during this survey.

Living Waters Hospice Care is in compliance with 

IC 16-25-3 and the Conditions of Participation for 

hospices found at 42 CFR Part 418.

Quality Review: Joyce Elder, MSN, BSN, RN

July 25, 2013
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